In their discussion, Burgess et aZ. (February 1991 JRSM, p 84 ) state that only premalignant in situ lesions can be treated by cholecystectomy alone. They quote an earlier report recommending radical resection in such cases where possible, including wedge resection of the gallbladder bed and portal vein reconstruction when dissection is necessary at the porta hepatis. Such further procedures are presumably carried out at a second operation as premalignant changes (other than adenoma) would be detected only on histological examination of the cholecystectomy specimen.
These particular radical procedures, however, do seem to represent 'overkill' for a non-invasive lesion. Theoretically subsequent carcinoma is much more likely to arise, not in the gallbladder bed, but in other in situ lesions remaining, or subsequently developing, in the hepatic or common bile ducts. But even this risk seems to be small. Areas of dysplasia are not infrequently found in cholecystectomy specimens but subsequent development of duct carcinoma appears not to be a cause for concern. In answer to my request for information about the incidence of such a sequel, Odeja et aZ. 1 did not refer to any such cases; followup of their own cases, however, had been short. They indicated that they did not recommend further surgery or investigation for these patients. We read with interest the article by Burgess et al: (February 1991 JRSM, p 84) . We have recently reviewed 96 similar cases presenting in Wessex over the period 1982-1989 1 • We were able to confirm the poor prognosis of this tumour, with only three survivors beyond 2 years. We would argue that more aggressive treatment of established tumours, rather than the detection and removal of pre-malignant lesions, can most realistically be expected to improve this outlook. Even patients with intramucosal disease have a 5 year survival of only 64% following simple cholecystectomy, whilst aggressive surgery has yielded prolonged survival even in advanced cases-, We have proposed a modification to the staging system of Nevin", and would consider extended cholecystectomy for all patients with tumour limited to the gallbladder or directly invading other organs (stage I-III) and in selected cases with nodal spread (stage IV). We feel that it will be necessary to confirm the relatively poor prognosis for 'early' disease treated by simple cholecystectomy before such an aggressive approach is likely to be widely embraced. Given the inherent inaccuracies in data gathered retrospectively, we have begun a prospective audit of gallbladder cancer in Wessex to resolve this and other issues. References 1 Carty NJ, Johnson CD.Carcinomaof the gallbladder: a surveyofcasesin Wessex 1982 -1989 . J R Call Surg Edinb 1991  in press 2 Bergdahl L. Gallbladder carcinoma first diagnosed at microscopic examination of gallbladders removed for presumed benign disease. Ann Surg 1980; 191:18-22 With respect to 'Accident Prevention', (PAB Raffle, November 1990 JRSM, P 679) it is possible to state something which is a glimpse of the blindingly obvious, that accidents are always the result of human error. Whether that of the designer of the aircraft, the meteorologist, the operator, the pilot etc. In the experimental period, procedures are developed which ensure that with an acceptable level of performance (p in Figure 1 ) accidents will have an acceptable level of rarity, so that people will be happy to obey the rules imposed upon them. The Yerkes-Dodson Law Performance P.
Arousal. Figure 1 . The curve ofthe Yerkes-Dodson Law for a task of average ability. Note that the performance falls below the acceptable level of safety when the level of arousal is high or low
